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Cho	and	Sillars	(2015)	argued	in	terms	of	health,	conditions	are	often	face-threatening	conditions	across	all	cultures.		Because	of	the	fear	of	threat,	individuals	may	use	strategies	including	postponing,	mitigating,	suppressing,	or	ending	the	conversation	if	face	is	threatened	during	disclosure.			 Considering	facework	in	the	context	of	disclosure	of	health	status	is	intriguing,	as	it	is	often	impossible	to	maintain	face	in	terms	of	the	illness.	Presentation	of	self	is	often	operationalized	to	fit	in	a	specific	context.	After	a	health	diagnosis	or	reveal,	change	can	occur	in	presentation	of	self.	For	example,	visible	physical	changes	such	as	scars,	a	rash	or	loss	of	hair	would	reveal	perceived	health	status	before	sharing	the	message.	Level	of	disclosure	becomes	even	more	complex	when	emotional,	physical,	and	mental	aspects	of	health	are	considered	as	they	can	have	as	great	an	impact	on	self	as	physical	changes.	Thus,	the	decision	of	what	to	share	in	order	to	save	face	may	require	different	levels	of	control	over	the	conversation.			 The	interaction	which	occurs	within	facework	draws	on	previous	interactions	with	the	individual	and	takes	into	consideration	“person-centered	attributes	like	social	identity,	public	self-image,	or	social	wants”	(Arundale,	2010,	p.	2078).		Because	a	health	diagnosis	requires	an	identity	shift,	facework	occurs	during	the	presentation	of	the	new	identity.	For	men,	a	more	significant	identity	shift	can	occur	as	lack	of	health	(such	as	pain,	weakness,	inability	to	care	for	self	and	others)	contradicts	traditional	masculinity	(Haig,	2006;	Helme,	Cohen,	&	Parrish,	2012).			 The	level	of	facework	needed	in	a	health	disclosure	connects	to	the	severity	of	the	diagnosis.	Cho	and	Sillars	(2015)	report	cultural	differences	existed	in	health	disclosure	between	Koreans	and	Americans,	the	differences	were	smaller	compared	to	other	facework	
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research,	with	the	main	difference	being	Koreans	employed	more	direct	approaches	with	disclosure.	Thus,	both	groups	used	some	level	of	facework	depending	on	the	severity	of	the	illness.			 Face	in	work	organizations.	Fawkes	(2015)	explains	that	in	organizations,	face	involves	impression	management	and	symbolic	interaction	within	the	organization.	Revealing	an	identity	which	includes	an	illness	can	reduce	professionalism	and	change	the	way	others	see	an	individual.		Edwards	(2010)	cited	changes	in	appearance	as	a	shift	in	professional	identity	or	changes	in	behavior	(such	as	work	attendance)	to	alter	how	professionally	an	employee	is	viewed.	Watts	(2003)	argues	that	politeness	in	relation	to	face	means	that	facework	is	socially-situated	and	driven	by	socially	acceptable	practices.		Talking	and	asking	questions	about	an	illness	may	be	perceived	as	impolite,	whether	in	a	social	or	organizational	context.	Conversation	about	body	changes	and	behaviors	can	involve	very	personal	information	making	people	uncomfortable	or	feeling	as	if	too	much	information	was	revealed.			 Work	settings	include	legal	issues	about	asking	about	an	illness.		Protections	are	in	place	to	prevent	people	from	revealing	information	that	is	too	risky	or	would	create	an	uncomfortable	or	inappropriate	work	environment.	However,	disclosure	functions	by	encouraging	reciprocity	to	compel	people	to	respond	and	participate	in	conversation	about	the	illness.	Even	in	a	legally	protected	situation,	interaction	during	the	narrative	is	likely	to	take	place.			 Bulger,	Matthews,	and	Hoffman	(2007)	argue	that	work/personal	life	balance	becomes	a	continuum	to	be	negotiated	during	the	illness	disclosure	process.	While	Human	Resources	works	through	the	legal	aspects	of	the	job,	disclosing	an	illness	to	a	manager	or	
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multiple	occasions	as	the	diagnosis	or	treatment	changes.	What	is	needed	from	each	of	these	disclosures	can	change	based	on	differing	relationships,	such	as	support,	acceptance,	or	inclusion.				 After	disclosure	occurs,	the	relationship	may	become	stronger	and	flourish	or	become	constrained	and	even	terminate.	In	typical	disclosure,	the	receiver	of	the	message	reciprocates	sharing	similar	information	in	an	attempt	to	build	empathy.	In	the	case	of	a	health	disclosure,	there	may	be	no	equivalent	disclosure	to	reciprocate,	changing	the	trajectory	of	the	relationship.	If	the	romantic	partner	is	unable	to	deal	with	the	information,	the	relationship	could	end.	While	the	disclosure	may	not	affect	the	relationship	in	any	way,	the	recipient	may	have	pre-conceived	notions	(such	as	cancer	patients	being	infertile	due	to	radiation	treatments	or	an	illness	being	contagious	or	transmittable)	or	stigmas	associated	with	the	illness.	Greene,	Carpenter,	Catona,	and	Magsamen-Conrad	(2013)	found	nondisclosure	more	common	in	areas	of	high	poverty	and	health	disparities,	due	to	high	levels	of	social	isolation	and	lack	of	education	about	the	illness.	Lack	of	disclosure	heightens	isolation	and	reduces	social	support	systems	often	necessary	for	recovery.		 Walker	and	Dickson	(2004)	found	couples	use	distinct	scripts	related	to	illness	based	on	relationship	typology.	The	script	focuses	on	needs	based	on	the	illness	and	relational	dynamics.	A	critical	part	of	the	script	was	acknowledgment	of	the	illness	and	having	the	partner	recognize	needs	associated	with	the	illness.	When	needs	were	not	meant,	strain	was	present	in	the	relationship	and	on	communication.			 Risk	of	disclosure.	Caughlin,	Bute,	Donovan-Kicken,	Kosenko,	Ramey,	and	Brashers	(2009)	explained	that	while	disclosure	is	necessary,	individuals	with	an	illness	understand	the	risks	of	sharing	information	about	self	with	others.	In	their	study	focusing	on	HIV-
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positive	individuals,	disclosure	routinely	occurs	to	medical	professionals,	but	not	always	to	other	persons.	Lack	of	disclosure	to	other	persons	was	supported	by	Allen,	Timmerman,	Ksobiech,	Valde,	Gallagher,	Hookhalm,	Bradford,	and	Emmers-Sommers	(2008)	who	found	40%	of	HIV	positive	individuals	did	not	disclose	their	health	status	to	sexual	partners.	Reasons	for	non-disclosure	include	high	relational	risk	and	loss	of	positive	face.			 Talking	about	illness	is	part	of	the	treatment	process	and	disclosing	information	is	required	when	working	with	a	medical	professional	for	appropriate	treatment	to	occur.	Disclosure	is	necessary	when	looking	for	social	support.	An	illness	can	be	very	isolating,	as	others	in	their	familiar	social	support	network	are	unlikely	to	have	the	illness.		If	the	illness	was	contracted	from	unsafe	or	unhealthy	behaviors,	feelings	of	isolation	could	be	even	higher.	The	secrecy	of	not	disclosing	often	created	a	felt	stressor	on	the	family,	creating	a	feeling	of	stress	without	understanding	what	was	causing	the	feeling	(Tenziek,	Herrman,	May,	Feiner,	&	Allen,	2013).				 Derlega,	Winstead,	and	Folk-Barron	(2000)	found	the	reason	people	are	unlikely	to	disclose	information	about	health	status	to	an	intimate	partner	is	from	fear	of	rejection.		Once	the	information	has	been	shared,	privacy	is	lost	and	negotiations	regarding	boundaries	of	how	the	new	information	can	be	used	must	be	discussed,	placing	a	strain	on	the	relationship.				 The	basis	of	rejection	varies	depending	on	the	disease.	Considering	STI’s	or	HIV/AIDS,	Emmers-Sommer,	Passalaqua,		Warber,	and	Luciano	(2007)	found	disclosure	of	STI	status	was	considered	inappropriate	at	the	start	of	a	relationship	but	should	be	disclosed	before	sex.	Participants	in	the	study	indicated	high	perceived	risk	of	disclosure	if	the	STD	was	contracted	through	risky	behaviors	and	the	most	important	reason	for	not	
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	 Levels	of	privacy	are	handled	differently	depending	on	context.	Westerman,	Miller,	Reno	and	Spates	(2015)	found	conflict	when	disclosing	to	employers	and	colleagues	because	of	negative	perceptions	such	as	others	picking	up	slack	or	stigmatizing	the	individual.	For	friendships,	Koenig	Kellas,	Horstman,	Willer	and	Carr	(2015)	found	that	discussing	health	situations	increased	relational	satisfaction	and	benefitted	the	entire	group’s	health	through	connection	and	education.			 Petronio	(2002)	explains	that	risk	is	the	key	factor	when	making	disclosure	decisions.	However,	this	research	extends	previous	research	to	examine	the	need	to	understand	the	role	of	privacy	and	the	need	for	social	support.	While	disclosure	does	contain	risk,	needing	support	(emotional,	physical)	can	trump	the	need	to	evaluate	risk.			 Derlega,	et	al.,	(2008)	explains	that	seeking	help	and	duty	to	inform	are	two	of	the	most	frequent	reasons	for	disclosure	to	significant	others.	In	comparison,	reasons	for	nondisclosure	include	privacy	and	the	disclosure	not	being	important	to	the	relationship.		Nichols	(2012)	talks	about	the	dangers	of	concealing	information	and	placing	others	at	risk	if	privacy	is	valued	over	everything	else.		If	an	individual	sees	concealment	of	information	as	a	right	in	the	relationship,	it	may	set	the	standards	for	non-health	related	disclosures.				 Social	support.	Satisfaction	with	using	a	social	support	network	has	many	patient	benefits.	Lepore,	Allen,	and	Evans	(1993)	stress	that	support	networks	serve	to	can	provide	positive	health	outcomes,	such	as	reduced	stress	and	better	adjustment	to	living	with	a	disease.	Adjustment	to	living	with	the	disease	is	important,	as	Jones	and	Reznikoff	(1989)	explain	that	longer	survival	times	correlate	with	how	an	individual	adjusts	to	a	cancer	diagnosis.	Greene,	et	al.,	(2009)	support	this	notion	because	a	response	to	a	better	prognosis	will	solicit	a	more	positive	response	to	the	disclosure,	positively	impacting	
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		 The	current	study	examines	implications	of	the	decision-making	process	during	disclosure	for	diabetes	and	cancer	survivors.	The	results	examine	the	timing	of	the	disclosure	(immediate,	delayed,	or	non-disclosure)	evaluating	the	interaction	on	the	basis	of	the	level	of	risk.	Using	the	attributes	for	disclosure	categories	provided	by	Derlega	et	al.,	(2008)	and	application	of	a	variety	of	relationships	provided	rich	data	to	deconstruct	the	disclosure	process	using	an	open	coding	framework	put	forth	by	the	researcher.				 As	Shim	et	al.,	(2011)	discovered,	many	positives	come	from	the	ability	to	disclose	and	receive	social	support	from	others.	Benefits	include	better	health	outcomes	and	an	improved	mental	state.	However,	any	disclosure	carries	the	risk	of	more	questions,	potential	stigma,	and	needing	to	explain	the	reality	of	the	disease	while	breaking	down	preconceived	beliefs	about	the	illness.	Disclosure	becomes	driven	by	the	need	to	disclose	but	contingent	on	the	outcomes	and	what	information	needs	to	be	shared.	Disclosure	includes	the	element	of	self	and	involves	the	process	of	educating	others.	Disclosure	became	both	embraced	and	loathed	by	the	participants,	seen	as	an	unavoidable	but	necessary	process.			 As	Koenig	Kellas,	Horstman,	Willer	and	Carr	(2015)	explain,	understanding	the	impact	of	disclosure	requires	examination	of	the	person	disclosing	as	well	as	the	individuals	receiving	the	message.	While	many	of	the	participants	in	the	current	research	shared	the	experience	of	disclosing	and	the	responses	received,	further	research	should	explore	an	understanding	of	the	disclosure	process	and	what	occurs	before,	during,	and	after	the	disclosure.		
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	 Peterson	(2010)	found	social	support	as	a	key	reason	for	disclosure,	defining	social	support	as	“the	various	ways	in	which	interactions	and	social	relationship	affect	physical	and	physiological	well-being”	(p.	471).	As	previous	research	has	stated,	strong	social	support	networks	are	necessary	for	better	health	outcomes,	as	they	increase	likelihood	of	adhering	to	treatment	and	provide	social	support.			 Brashers,	Neidig,	and	Goldsmith	(2004)	explain	the	importance	of	discussing	what	is	needed	from	social	support	after	the	disclosure.	For	instance,	if	the	discloser	shares	information	with	a	co-worker	out	of	obligation,	they	may	not	want	follow	up	emotional	support.	Because	the	disclosure	starts	a	dynamic	change	in	the	relationship,	both	individuals	generate	different	perspectives	on	future	conversations	about	the	illness.		Social	support	extends	Petronio’s	conversation	on	boundary	management	to	include	ownership	and	future	conversations	about	the	illness	or	what	kind	of	future	conversation	is	expected.	If	a	person	receiving	disclosure	is	asked	to	not	follow	up	on	the	illness	or	ask	questions,	the	relationship	could	be	in	danger.	An	imbalance	of	power,	knowledge,	and	inability	to	emotionally	connect	to	the	ill	individual	exists.			 Overall,	the	findings	from	this	study	offer	insight	on	decisions	related	to	disclosure	of	health	information.	While	disclosure	is	not	always	a	desired	choice,	providing	knowledge	to	newly	diagnosed,	re-diagnosed,	or	even	to	family	members	receiving	information	about	a	family	member’s	illness	serves	as	an	important	tool	in	supporting	interpersonal	and	work	relationships.	Theoretical	and	practical	implications,	limitations,	future	research	and	a	conclusion	will	be	discussed	in	the	following	section.		
Theoretical	Implications	
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	 Goffman’s	theory	of	face	presented	a	framework	for	understanding	the	need	for	facework	during	health	disclosures.	As	Cho	and	Sillars	(2015)	argued,	revealing	health	conditions	constitutes	a	face-threatening	behavior	across	all	cultures.		The	universal	desire	to	appear	as	healthy	extends	to	all	people	and	cultures	as	a	valued	perception.	Using	face	theory	as	a	framework	in	health	disclosure	extends	the	theory	by	examining	identity	and	identity	creation	along	with	the	performance	of	illness.	In	the	present	study,	each	participant	performed	illness	in	a	different	way	such	as	a	pump	for	insulin	or	hair	loss	for	cancer.	Even	between	participants	with	the	same	illness,	a	variety	of	face-saving	methods	existed.	While	some	participants	chose	to	keep	the	illness	a	secret	to	save	face,	many	used	immediate	disclosure,	creating	multiple	different	sick	identities	based	the	person	receiving	the	disclosure.			 	As	Goodwin	(1986)	explains,	identities	become	shaped	as	a	response	to	shared	narratives.	As	an	individual	creates	a	narrative	regarding	illness,	disclosure	and	the	ability	to	manage	face	changes.	Illness	specific	language	is	learned,	questions	anticipated	and	the	answers	become	part	of	the	narrative.	The	relationship	to	the	receiver	is	examined	in	terms	of	what	information	to	include.	Examining	facework	in	tandem	with	the	dialectic	process	of	disclosure	(risk	versus	reward)	shifts	the	need	of	saving	face	to	needing	to	find	social	support.	If	the	disclosure	is	not	well	received	and	face	is	lost,	what	ability	does	the	individual	have	to	regain	face?	Any	loss	of	face	risks	loss	of	the	anticipated	social	support	from	the	receiver,	possibly	removing	an	important	outcome	of	the	disclosure.			 Consequently,	if	health	status	changes	(such	as	remission),	an	individual	may	attempt	to	save	face	but	if	the	receiver	is	not	willing	to	accept	the	changed	identity,	the	face	boundaries	shifted.	Additionally,	an	individual	could	be	in		treatment	for	a	significant	time	
	 59	 	










talk	about	the	illness	and	answer	questions	asked.	Unanswered	questions	can	increase	stigma	and	reinforce	preconceived	notions	is	appropriate	answers	are	not	provided.			 Sastry,	GhoshDastidar,	Adams,	and	Pebley	(2006)	argued	health	literacy	leads	to	social	capital,	which	can	be	useful	during	disclosure.	Viswanath	(2008)	explained	that	health	literacy	leads	to	social	capital,	as	the	individual	has	the	ability	to	explain	their	illness	and	understand	obligations	regarding	when	to	disclose.			 Social	capital	emerged	particularly	in	cancer	patients.	As	one	participant	explained	in	terms	of	who	she	disclosed	to:		 So	this	is	kinda	odd,	but	my	answer	to	this	question	is	everybody.	After	a	month,	I	knew	what	was	happening,	I	told	everybody	else	what	was	happening.	I	figured	that	I	am	young,	not	who	you	would	expect	to	get	cancer	and	it	was	my	job	to	educate	people	on	what	I	was	going	through.	I	posted	on	social	media	and	created	an	account	to	help	people	who	wanted	to	follow	my	journey.	I	wanted	people	to	know	what	was	going	on	and	I	wanted	them	to	check	their	breasts!	So	many	young	women	get	so	much	sicker	than	they	need	to	because	they	don’t	think	they	are	at	risk.	Creating	and	having	control	over	the	narrative	surrounding	an	illness	increases	social	capital	by	enabling	an	individual	to	have	some	control	over	the	social	interactions	surrounding	the	disease.	If	literacy	is	not	present,	social	capital	is	lost	the	ability	to	create	a	public	identity	of	the	illness	is	lost.			 Pleasant,	Cabe,	Patel,	Cosenza,	and	Cannon	(2015)	argue	two	critical	issues	prevent	health	literacy.	The	first	is	lack	of	access	to	medical	materials.	While	a	shift	to	increase	accessibility	of	medication	knowledge	including	simpler	explanations	of	medical	terminology	exists,	much	progress	still	needs	to	be	made.	A	second	issue	involves	lack	of	
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tools	to	check	for	health	literacy	of	patients.	While	patients	respond	to	medical	staff,	the	patients	understand	the	diagnosis	and	treatments,	little	effort	exists	to	test	the	knowledge.		
	 Health	disclosure	at	work.	Deciding	whether	to	disclose	health	status	at	work	is	often	left	to	the	individual	but	dependent	on	the	context	of	the	illness.	If	the	illness	effects	job	performance	or	requires	changes	to	routine,	disclosure	is	unavoidable.		An	individual	is	protected	from	not	having	to	talk	about	an	illness,	yet	silence	does	not	guarantee	continued	privacy,	especially	for	an	illness	(or	treatment)	with	visible	signs,	such	as	hair	loss	or	giving	oneself	an	injection.	Telling	a	boss	or	manager	was	important	for	immediate	disclosure	for	participants	with	cancer	because	of	impacts	in	the	work	environment.		Individuals	with	diabetes	did	not	disclose	to	bosses/managers	or	coworkers	as	frequently,	because	of	the	ability	to	conceal	the	illness.				 A	potential	difference	also	exists	when	the	illness	is	considered	chronic.	As	one	person	commented,	“it’s	a	lot	like	wearing	glasses.	I	don’t	even	notice	it	until	something	goes	wrong”.		Goodman,	Posner,	Huang,	Parekh,	and	Koh	(2013)	explain	that	based	on	the	current	health	and	demographic	trends,	the	prevalence	of	chronic	illness	will	continue	to	grow	and	1	in	4		adults	have	a	chronic	condition.	Future	research	should	follow	up	on	chronic	illness	and	disclosure	to	examine	difference	in	reaction.	Reactions	to	disclosure	could	be	different	when	the	illness	isn’t	new,	leading	to	feelings	of	being	lied	to	or	not	believing	the	seriousness	of	the	illness	(because	it	had	not	been	an	issue	previously).			 Westerman	et	al.,	(2015)	found	in	the	study	that	while	policies	about	health	are	often	in	place,	a	rigid	set	of	rules	might	not	allow	for	boundary	creation	by	the	individual.	As	several	participants	commented,	assurance	of	ability	to	do	the	job	or	sharing	which	
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insight	into	how	disclosure	(as	well	as	boundary	management	and	face	work)	changes.	Reciprocation	to	the	disclosure	can	alter	future	disclosure,	an	important	contribution	to	the	process.			 Alteration	in	the	research	design	would	assist	scholars	duplicating	the	questions.	Proposing	a	set	of	relationships	to	have	people	begin	thinking	about	disclosure	could	have	been	seen	as	the	only	set	of	relationships	to	examine.	Participants	may	have	focused	on	the	lists	provided	and	only	considered	each	relationship	listed,	not	thinking	about	other	people	in	their	lives.	An	unlimited	list	contributes	to	participant	fatigue,	and	cause	high	numbers	of	dropout	if	the	first	list	(immediate	disclosure)	was	lengthy.	For	participants	diagnosed	as	children,	the	question	may	not	have	been	seen	as	relevant	or	lacked	certainty	in	the	answer.			 Moreover,	a	significant	number	of	participants	failed	to	indicate	the	reasons	for	disclosure.	After	entering	relationships	in	the	reasons	for	disclosure	category	(i.	e.	trust,	duty	to	inform),	participants	did	not	respond	in	the	open-ended	question	box.	Potentially,	this	was	seen	as	a	duplicate	question	or	it	may	have	been	difficult	to	complete	boxes	on	a	mobile	phone.	Additionally,	if	language	to	talk	about	the	reasons	was	lacking,	the	narrative	may	not	exist.			 Data	was	fractured	due	to	a	viewing	a	question	as	duplicated.	Participants	were	asked	as	the	start	to	list	the	people	they	had	disclosed	to,	including	a	partially	constructed	list.	Participants	possibly	thought	they	had	answered	the	question	already,	choosing	not	to	answer	the	question	again.				 Research	design	would	be	improved	by	asking	before	each	timeframe	to	list	disclosures	(people)	and	then	place	in	the	attribute(trust,	duty	to	inform)	categories.	The	
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q ______	Mother		 q ______	Mother		 q ______	Mother		
q ______	Father		 q ______	Father		 q ______	Father		
q ______	Boss		 q ______	Boss		 q ______	Boss		
q ______	Coworker		 q ______	Coworker		 q ______	Coworker		
q ______	Significant	other	 q ______	Significant	other		 q ______	Significant	other		
q ______	Sibling	(specify)		 q ______	Sibling	(specify)		 q ______	Sibling	(specify)		
q ______	Other	relationship	-	please	specify	relationship		 q ______	Other	relationship	-	please	specify	relationship		 q ______	Other	relationship	-	please	specify	relationship		
q ______	Other	relationship		 q ______	Other	relationship		 q ______	Other	relationship		
q ______	Other	relationship	 q ______	Other	relationship		 q ______	Other	relationship	
q ______	Other	relationship		 q ______	Other	relationship		 q ______	Other	relationship			Q4:	The	following	questions	will	ask	about		reasons	for	disclosure.	Think	of	the	people	you	disclosed	to	immediately	and	why.	For	example,	If	you	shared	with	your	mother	because	of	"duty	to	inform"	and	"close	relationship",	enter	mother	next	to	both	categories.	You	will	be	asked	to	do	the	same	for	those	with	delayed	disclosure	on	the	next	page.					 Relationship		 Relationship		 Relationship		 Relationship		Close	Relationship			 q 	 q 	 q 	 q 	Trust			 q 	 q 	 q 	 q 	Seeking	to	Help			 q 	 q 	 q 	 q 	Duty	to	Inform			 q 	 q 	 q 	 q 	Similarity			 q 	 q 	 q 	 q 	Availability			 q 	 q 	 q 	 q 	Other	person	asked	 q 	 q 	 q 	 q 	Other	person	involved		 q 	 q 	 q 	 q 	Catharsis			 q 	 q 	 q 	 q 	Educate			 q 	 q 	 q 	 q 	Increase	 q 	 q 	 q 	 q 	
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intimacy	or	closeness			Self-Clarification		 q 	 q 	 q 	 q 			Q5:	Please	offer	explanation	in	more	detail	for	those	you	disclosed	to	immediately.		Include	any	additional	details,	such	as	requests	("please	don't	tell	other	people")	or	if	there	was	any	regret	in	disclosing	information.	Be	as	specific	as	possible.		Q6:	The	following	questions	will	ask	about		reasons	for	delayed	disclosure.	Think	of	the	people	you	disclosed	to	some	time	after	the	diagnosis	and	why.	For	example,	If	you	shared	with	your	mother	because	of	"duty	to	inform"	and	"close	relationship",	enter	mother	next	to	both	categories.	You	will	have	the	chance	to	explain	why	the	disclosure	was	delayed	after	this	question.				 Relationship		 Relationship		 Relationship		 Relationship		Close	Relationship			 q 	 q 	 q 	 q 	Trust			 q 	 q 	 q 	 q 	Seeking	to	Help			 q 	 q 	 q 	 q 	Duty	to	Inform			 q 	 q 	 q 	 q 	Similarity			 q 	 q 	 q 	 q 	Availability			 q 	 q 	 q 	 q 	Other	person	asked	 q 	 q 	 q 	 q 	Other	person	involved		 q 	 q 	 q 	 q 	Catharsis			 q 	 q 	 q 	 q 	Educate			 q 	 q 	 q 	 q 	Increase	intimacy	or	closeness			
q 	 q 	 q 	 q 	
Self-Clarification		 q 	 q 	 q 	 q 			Q7:	Please	offer	explanation	in	more	detail	for	those	you	chose	to	wait	to	disclose.		Include	any	additional	details,	such	as	requests	("please	don't	tell	other	people")	or	if	there	was	any	regret	in	disclosing	or	waiting	to	disclose	information.	Please	be	as	specific	as	possible.	
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	Q8:	The	following	questions	will	ask	about	those	you	have	delayed	disclosure	to	-	think	of	the	people	you	chose	not	to	disclose	to	and	the	reason	why.	For	example,	enter	"father"	if	you	chose	not	to	disclose	to	him	for	any	reason.				 Relationship		 Relationship		 Relationship		 Relationship		Protecting	the	other			 q 	 q 	 q 	 q 	Fear	of	losing	respect			 q 	 q 	 q 	 q 	Privacy			 q 	 q 	 q 	 q 	Superficial	Relationship			 q 	 q 	 q 	 q 	Self-blame/Low	self-esteem			
q 	 q 	 q 	 q 	
Dissimilarity			 q 	 q 	 q 	 q 	Would	put	relationship	at	risk		
q 	 q 	 q 	 q 	


















































_________________________________________________________________________________________________	Attribute		 	 	 	 	 Definition	_________________________________________________________________________________________________		Close	relationship	 	 	 	 Being	in	an	emotionally	close	relationship		Trust	 	 	 	 	 	 Having	a	relationship	built	on	trust		Duty	to	Inform	 	 	 	 Wanting	to	have	an	open	and	honest		 		 	 	 	 	 	 relationship;	important	information		 		 	 	 	 	 	 about	the	self	that	the	other	needs	to		 		 	 	 	 	 	 know		Similarity	 	 	 	 	 The	other	person	and	the	individual		 		 	 	 	 	 	 disclosing	have	something	in	common		Availability	 	 	 	 	 Target	was	chosen	mainly	because	of		 		 	 	 	 	 	 situational	or	proximal		availability		Other	asked	 	 	 	 	 The	other	asks	or	demands	disclosure		Involved	 	 	 	 	 Disclosing	because	target	is	involved	in		 		 	 	 	 	 	 the	situation		Catharsis	 	 	 	 	 Emotional	relief	or	release	of	pent	of		 		 	 	 	 	 	 feelings		Educate	 	 	 	 	 To	help	the	other	be	better	educated		 		 	 	 	 	 	 about	certain	matters		Increase	Intimacy	 	 	 	 Increase	intimacy	or	closeness	with	the		 		 	 	 	 	 	 other	person	and	encourage	reciprocity	 		Self-Clarification	 	 	 	 Increase	clarity	and	self-understanding:		 		 	 	 	 	 	 put	thoughts	and	feelings	into	clearer		 		 	 	 	 	 	 focus	 		
_________________________________________________________________________________________________	 Nondisclosure	Attributes	_________________________________________________________________________________________________	Protecting	the	Other		 	 	 Concealing	certain	information	to	avoid		 		 	 	 	 	 	 hurting	the	target		
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Table	1	Cancer:		Immediate	Disclosure				 Mom	 Dad	 Significant	Other	 Co-worker/s	 Boss/	Manager	Close	Relationship	 12		33%	 7	19%		 6	16%	 1	2.7%	 1	2.7%	Trust	 4	11%	 1	2.7%	 3	8%	 2	5%	 2	5%	Seeking	help	 2	5%	 2	5%	 1	2.7%	 1	2.7%	 1	2.7%	Duty	to	inform	 5	14%	 3	8%	 4	11%	 2	5%	 4	11%	Similarity	 	 	 	 	 	Availability	 1	2.7%	 	 2	5%	 1	2.7%	Other	Person	asked	 	 	 1	2.7%	 1	2.7%	 	Other	person	involved	 	 	 3	8%	 	 	Catharsis	 	 	 1	2.7%	 	 	Educate	 	 	 	 	 	Increase	Intimacy	or	closeness	 	 	 2	5%	 	 	Self-Clarification	 	 	 1	2.7%	 	 2	5%		
Table	2	Cancer:	Delayed	Disclosures		 Friends	 Co-Workers	 Children	 Siblings	Close	Relationship	 1	2.7%	 1	2.7%	 2	5%	 	Trust	 2	5%	 1	2.7%	 	 	Seeking	help	 	 	 1	2.7%	 	Duty	to	inform	 4	11%	 5	14%	 3	8%	 2	5%	Similarity	 	 	 	 	Availability	 	 	 	 	
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Other	Person	asked	 1	2.7%	 2	5%	 	 	Other	person	involved	 1	2.7%	 	 	 	Catharsis	 	 	 	 	Educate	 3	8%	 	 2	5%	 1	2.7%	Increase	Intimacy	or	closeness	 1	2.7%	 	 	 	Self-Clarification	 	 	 1	2.7%	 1	2.7%		
Table	3	Cancer,	Nondisclosure		 Friends	 Co-Worker	 Boyfriend	 Siblings	Protecting	the	other	 2	5%	 	 	 1	2.7%	Fear	of	losing	respect	 	 	 	 	Privacy	 2	5%	 2	5%	 1	2.7%	 1	2.7%	Superficial	relationships	 	 1	2.7%	 1	2.7%	 	Self	Blame/Low	Self-esteem	 	 	 	 	Dissimilarity	 2	5%	 2	5%	 1	2.7%	 	Would	put	relationship	at	risk	 	 	 	 	Other	can’t	help	 	 	 	 1	2.7%	
	
Table	4	Diabetes	–	Immediate	Disclosure			 Mom	 Dad	 Sig	Other	 Sibling	Close	Relationship	 6	21%	 5	17%	 6	21%	 1	3&	Trust	 	 	 1	3%	 	Seeking	help	 	 	 2	7%	 	
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Duty	to	inform	 2	7%	 1	3%	 4	13.7	 5	17%	Similarity	 	 1	3%	 	 	Availability	 	 	 2	7%	 	Other	Person	asked	 	 	 	 1	3%	Other	person	involved	 3	10%	 2	7%	 	 	Catharsis	 	 1	3%	 1	3%	 	Educate	 1	3%	 1	3%	 	 3	10%	Increase	Intimacy	or	closeness	 	 	 	 	Self-Clarification	 	 	 	 	
	
Table	5	Diabetes	–	Delayed	Disclosure		 Mom	 Friends	 Teacher	 Siblings	Close	Relationship	 2	7%	 2	7%	 	 1	3%	Trust	 1	3%	 1	3%	 	 	Seeking	help	 	 	 	 	Duty	to	inform	 2	7%	 2	7%	 4	13.7%	 2	7%	Similarity	 	 	 	 	Availability	 	 	 	 	Other	Person	asked	 	 	 	 	Other	person	involved	 	 	 	 	Catharsis	 	 	 	 	Educate	 	 2	7%	 1	3%	 1	3%	Increase	Intimacy	or	closeness	 	 1	3%	 	 	Self-Clarification	 	 	 	 	
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Table	6	Diabetes,	Nondisclosure	
	 Acquaintances	 Work	 New	Friends	 Best	
friends	Protecting	the	other	 1	3%	 	 	 1	3%	Fear	of	losing	respect	 	 1	3%	 	 1	3%	Privacy	 1	3%	 1	3%	 1	3%	 	Superficial	relationships	 1	3%	 	 	 	Self	Blame/Low	Self-esteem	 	 	 	 	Dissimilarity	 	 	 	 	Would	put	relationship	at	risk	 	 	 	 	Other	can’t	help	 	 	 	 	
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